the importance of counseling patients regarding timely IUD removal and risks with long-term use.
Diffuse peritonitis resulting from ruptured pyometra can be observed in other gynecologic (TOA, endometritis, pelvic inflammatory disease, adnexal torsion) and non-gynecologic (appendicitis, diverticulitis, cholecystitis, pancreatitis, bowel obstruction/ischemia, perforated viscus) conditions. Imaging can help delineate the source; however, in this case, imaging was equivocal for TOA vs appendicitis, making definitive diagnosis difficult. Prompt diagnosis of pyometra is critical, as mortality approaches 25% with rupture. 1 In an unruptured uterus, mainstay of treatment is dilation, abscess drainage, curettage, and intravenous antibiotics. 1 With rupture, emergent surgical intervention is warranted with peritoneal lavage and hysterectomy with salpingo-oophorectomy. 2 Management also becomes increasingly complex, as septic shock may ensue with abscess rupture, necessitating intensive care and prolonged hospitalization. Infection can recur/persist in up to 33% of cases 1 ; therefore, close surveillance following discharge is crucial.
CONFLICT OF INTEREST
None declared. F I G U R E 3 A, Intraoperative findings were notable for an 8-cm uterus with a 3-cm area of abscess rupture originating from the right cornu of the uterus, leaving a large uterine defect (yellow arrow). Spillage of pus into the abdominal cavity was noted immediately upon entry, as well as exudates and adhesions involving the cecum, appendix, small bowel, and pelvic structures. B, Hysterectomy with right salpingo-oophorectomy was performed, and the specimen was sent to pathology. The appendix and right adnexa were markedly inflamed but were not the primary source of acute infection. The patient improved clinically following hysterectomy with salpingo-oophorectomy and was discharged on hospital day 6 (A) (B)
